Aims and objectives: To identify, review and critically evaluate published empirical studies concerned with the prevalence, management and support for survivors of domestic violence and abuse who present at emergency department.
Relevance to clinical practice: Domestic violence and abuse has been shown to have a direct impact on the health and well-being of survivors who will often access emergency department services with direct injuries and associated medical conditions. This article is relevant to those working in the emergency department in raising awareness in a number of areas of practice for example the prevalence of male intimate partner violence survivors. Furthermore, patients do not always disclose domestic violence and abuse even in cases where there is clear sustained injury thus requiring staff to be vigilant to repeat attendees and patient history. This requires a well-maintained and effective reporting system for instances of suspected and disclosed domestic violence and abuse in order that staff can provide the appropriate care and support.
Emergency department staff often deal with complex cases, this includes different aspects of domestic violence and abuse including physical, emotional and psychological abuse. Continual support and guidance, including educational interventions, would assist emergency department clinical staff to manage and discuss instances of domestic violence and abuse in their workplace and their interactions with domestic violence and abuse patients. Whilst training for emergency department staff is welcomed, there also needs to be a greater awareness of the potential complexity of domestic violence and abuse presentations beyond physical injury in order for staff to remain observant throughout consultations. It is also suggested that clear domestic violence and abuse assessment and referral mechanisms should be embedded into clinical practice, including emergency department, as described in the UK National Institute of Clinical Excellence guidelines (2014) . Overall improvements in reporting mechanisms in emergency department for the identification, management and support for domestic violence and abuse survivors would add to the collective and growing body of evidence surrounding domestic violence and abuse and their presentations within healthcare settings.
Such measures would enable those working in emergency department to support disclosure of domestic violence and abuse more effectively.
K E Y W O R D S
domestic violence and abuse, emergency department, emergency department staff, interventions, prevalence, screening, women's experiences 1 | INTRODUCTION Domestic violence and abuse (DVA) is a global phenomenon with a wealth of studies and international reports (WHO 2005 (WHO , 2011 that explore the different aspects of the issues around preventing, managing and supporting women and children who experience violence, including intimate partner violence (IPV), a term often used within the literature relating to sexual abuse between partners.
The health implications for survivors of DVA are often difficult to capture economically, but with synthesised pooling of UK evidence, it is suggested that the prevalence of IPV ranges from 13%-31% of the UK population (Feder et al., 2009) • This systematic literature review uniquely provides the perspectives of DVA survivors, ED staff as well as describing DVA interventions used in ED settings.
• The review illustrates the complexities of providing support for survivors of DVA and provides a useful background for clinical staff and policy makers within ED settings.
• The article provides a comprehensive review for the management of DVA and the experiences of survivors of DVA who present at ED adding to the current literature for DVA in other healthcare settings.
or have been intimate partners or family members regardless of gender or sexuality. This can encompass but is not limited to the following types of abuse: psychological, physical, sexual, financial, emotional [. . .] includes so called "honour" based violence, female genital mutilation (FGM) and forced marriage, and is clear that victims are not confined to one gender or ethnic group (UK Home Office, 2012).
The emergency department (ED) is widely recognised as one healthcare facility where DVA survivors will often disclose a history or prevalence of DVA (McGarry & Nairn, 2014; Olive, 2007) . In the UK, the National Institute of Clinical Excellence (NICE) produced guidelines in 2014 requiring all sectors of healthcare to recognise support and manage survivors of DVA. Whilst there is an increasing body of research on DVA, limited synthesised work has been conducted in the context of DVA within ED. This review encompasses studies conducted in ED for screening interventions, management and support for DVA patients including rates of prevalence.
| AIM
Our aim was to identify, review and critically evaluate conducted and published empirical studies since 2000 concerned with the reported prevalence, management and support for survivors of DVA who present at ED. This review included studies that included ED staff, ED service users and DVA survivors and where it was clear that this was the overarching aim of the article. Our review research question is "What approaches, including interventions, are used for the management of DVA survivors within ED settings, including staff perspectives and users of Ed services".
Our aim was to undertake a systematic review of available empirical literature in order to evaluate the existing evidence with regard to the management and support for survivors of DVA within an emergency room setting.
| ME TH ODS
The review, initially conducted in 2014 and updated in 2015, included a wide range of international publications, including qualitative, quantitative and mixed methods research. The review was conducted by two members of the research team (KHS, JM) and shared amongst the project steering group, to ensure consistency of approach. A systematic framework was applied to the search. A steering group, including specialists from an ED setting, safeguarding leads and ED educators for the local NHS Trust, assisted with formation of the study aims and objective, and the review process.
Inclusion criteria:
• Work published and conducted between [2000] [2001] [2002] [2003] [2004] [2005] [2006] [2007] [2008] [2009] [2010] [2011] [2012] [2013] [2014] [2015] • Empirical studies which sought the views of service users, DVA Two sets of searches were developed under the guidance of the project steering group. The first search used the keywords in Box 1.
From this initial search, 862 relevant papers were identified. To further develop the search strategy, additional key terms were identified from the initial search studies and following up relevant citations from identified sources, and a further search was conducted using the search terms shown in Box 2.
This secondary search provided a further 12 papers for review and the hand search on all sources provided four more articles. flow chart was used, and the research team identified a process for screening and reviewing articles as shown in Figure 1 .
| Data extraction, review and synthesis
After removal of any duplicates (n = 22), KHS and JM reviewed 852 titles from the search of five electronic bibliographic databases.
Another four titles were found through the manual search for a total of 856 titles retained. Available abstracts for these titles were then screened using an agreed inclusion criteria. The abstracts were reviewed by the authors independently and agreement reached on those meeting the prescribed inclusion criteria. The remaining 53 sources were assessed for research congruity and aligning with the inclusion criteria, with a further 18 sources rejected at this stage (see Figure 1 ) providing 35 sources selected for this review. Data extracted were shared in a table format, and key themes were discussed within the research team and steering group members as part of the thematic analysis of the findings.
| FINDINGS
The review identified 35 sources which met our inclusion criteria (see criteria). The inclusion date for empirical studies conducted and Of the 35 sources, 10 were qualitative in design using interviews or focus groups, one study was reported as mixed methods (interview and survey) and one using an action research approach. A further 19 studies were quantitative in design including case note review, quality improvement review and two were randomised control trials (RCT) for screening in ED. Three sources were literature reviews examining screening tools within ED (Anglin & Sachs, 2003) and evidence base for the care of domestic violence (DV) in ED setting (Corbally, 2001; Olive, 2007) .
Twelve of the studies sought the views of patients attending ED (n = 6265) in relation to routine enquiry about DVA or a history of DVA or IPV. Five studies included survivors (women n = 483, men n = 10) and twelve studies engaged with ED staff, predominately ED nurses, about DVA (n = 1844), a further two studies gained the 
| Prevalence of DVA in ED
From our searches, we were able to identify six studies that explicitly sought to describe the prevalence of DVA within the ED setting.
The prevalence of DVA is aptly described across these studies. However, authors state the difficulties in accurately measuring the prevalence of DVA with ED, often due to patients not directly disclosing to staff (Boyle, Frith, Edgcumbe, & McDougall, 2010 ) often making it difficult to gain a full perspective on the rates of prevalence and nature of DVA (Mills, Avegno, & Haydel, 2006 Whilst these data relate to the global phenomenon of DVA, the DVA literature is clear that often women are unlikely to report incidences of DVA (Evans, Gregory, Feder, Howarth, & Hegarty, 2016) and often do not seek medical attention. This suggests that the incidences of women seeking medical attention may be higher than the current data suggests.
The six included studies explored or reported the prevalence rates of DVA within ED, one USA study (Kramer et al., 2004) included ED and primary care clinics. The remaining five studies were based in one ED setting either in the UK (Boyle & Todd, 2003; Boyle et al., 2010; Sethi, Watts, Zwi, Watson, & McCarthy, 2004) , in the USA (Mills et al., 2006) and Australia (Webster, Pedrosa, & Lopez, 2012) . Three of the studies (Boyle & Todd, 2003; Kramer et al., 2004; Sethi et al., 2004) used surveys to elicit responses from those attending ED, two studies used screening tools (Mills et al., 2006; Webster et al., 2012) , and Boyle et al. (2010) reviewed medical records.
Whilst each study was focussed on only one ED setting, they do report notable findings. For example, Boyle et al. (2010) report that DVA patients will often become repeat survivors but will often not disclose recurrent DVA assaults, and they suggest that there are, however, clinical features that can be associated with DVA. Furthermore, an earlier study (Boyle & Todd, 2003) reported a lower prevalence rate of DVA in ED compared to USA and Australia but an association between self-harm presentations and DVA by women attendees.
In Kramer et al. (2004) , they report that often other physical symptoms of DVA are the reasons for ED attendance which is often linked to a sustained period of physical and emotional abuse. Webster et al. (2012) highlight that 47% of women in their study declared experiencing threats or injuries from a current male partner.
Whilst Mills et al. (2006) only included male participants (n: 53), they found 20% declared IPV which may be higher than first thought.
Whilst the study did not explore the nature of the IPV, that is samesex relationship, there is a suggestion that a more robust method of screening for all male survivors is required within the ED setting to ensure that reporting of incidences is gender neutral.
In synthesising these six studies, an overarching feature, whether in a UK context or further afield, is how scarce the data on the occurrence of DVA and those patients who present in ED. The studies indicate that there is no clarity on the recording of DVA within the setting despite wide-scale acceptance that DVA exists in many countries and cultures (NICE 2014; WHO 2011) .
| Use of DVA screening tools and ED interventions
The review identified 10 empirical studies and one literature review (Anglin & Sachs, 2003) either describing methods of screening potential DVA survivors or the approaches for managing and supporting survivors of DVA that present at ED. Of the 10 empirical studies, there was a prominence of studies from the USA with seven studies (Choo et al., 2012; Houry et al., 2007; Kendall et al., 2009; Mills et al., 2006; Rhodes et al., 2006; Schrager, Smith, Herson, & Houry, 2013; Trautman, McCarthy, Miller, Campbell, & Kelen, 2007) , two Australian studies (Boursell & Prosser, 2010; Ramsden & Bonner, 2002) and one conducted in the UK (Basu & Ratcliffe, 2014) .
The review by Anglin and Sachs (2003) focused on screening tools used within ED identifying 20 relevant studies (published 1980-2002) . They reported that there was inconclusive evidence that routine screening in ED for DVA can improve rates of patient morbidity or mortality. Later studies conducted on routine screening (Houry et al., 2007; Ramsden & Bonner, 2002 ) report mixed responses with Houry et al., (2007) demonstrating that screening for IPV was effective in the reduction of repeat attendance at ED, whereas Ramsden and Bonner (2002) reported the difficulties of conducting routine screening in ED where time pressures and privacy are major barriers (Choo et al., 2012) . Furthermore, Rhodes et al. (2006) concluded that simply conducting DVA screening was not a guarantee of appropriate support and referral from the healthcare professional (HCP) during the patient consultation (Choo et al., 2012) . The work by Trautman et al. (2007) , using a computer-based approach to screening, showed marked higher rates of IPV detection, compared to usual care. They conclude that this increase is brought about from reducing staff barriers for clinical enquiry, for example time pressures and unease about asking questions.
Under this theme, 5 of the 10 empirical studies (Basu & Ratcliffe, 2014; Boursell & Prosser, 2010; Choo et al., 2012; Kendall et al., 2009; Schrager et al., 2013) were investigating the use of different approaches for managing and referring DVA survivors. For example, two studies Basu and Ratcliffe (2014) and Boursell and Prosser (2010) tested an intervention that encompassed ED staff training, DVA 3 Barriers for staff about screening The reported findings from this pilot study were as follows: most significant potential barriers was lack of education and instruction on how to ask questions about abuse, language barriers between nurses and patients, a personal or family history of abuse and time issues DV, domestic violence; DVA, domestic violence and abuse; DA, domestic abuse; ED, emergency department; HCP, healthcare professional; IPV, intimate partner violence; RCT, randomised control trials.
resources and identified referral pathways. These were used to identify and respond to cases of disclosed and suspected DVA. Whilst both studies reported favourable results, the long-term sustainability of the approaches appears unclear. Choo et al. (2012) exploring resources and policies across 21 Oregon EDs highlight that despite these aspects in place, often IPV is not documented on patient notes.
Two studies (Kendall et al., 2009; Schrager et al., 2013 ) report use of a referral and counselling service for screened IPV survivors.
They report positive benefits for survivors including preparation of future safety planning (Kendall et al., 2009 ) and proactive action (Schrager et al., 2013) . have to reconcile their own experience of DVA (Heinzer & Krimm, 2002; Maina, 2009; Yonaka et al., 2007) or even prejudices when dealing with repeat or frequent DVA survivors in ED (Robinson, 2010) . Such issues would suggest that staff and managers should be mindful of how these could unduly influence the nature of care provided to DVA patients.
| Current obstacles for staff working in ED
Furthermore, Van der Wath et al. (2013) reported that staff may also experience emotional distress having witnessed many DVA cases leading to acknowledgement that wider support systems and self-care for staff are required (McGarry & Nairn, 2014) . What these studies demonstrate is that where staff have insecurities about their own feelings around DVA, this can adversely affect their ability to intervene in supporting their patients, who often are repeat attendees (Robinson, 2010) .
Four studies identified that staff education and continual professional development (CPD) were paramount in responding appropriately to cases of DVA within the ED environment (Campbell et al., 2001; McGarry & Nairn, 2014 , Maina, 2009 Ramsden & Bonner, 2002) . However, they acknowledge that providing training in ED presents challenges not least shift working, orientation of new staff and limited opportunity for any in-depth training (McGarry & Nairn, 2014; Ramsden & Bonner, 2002) . Whilst Campbell et al. (2001) welcome DVA training for ED staff, they highlight that in order for it to be effective at recognising and supporting DVA survivors due consideration needs to be given to the culture in which ED staff operate 
| ED users and survivor perspectives
The review was structured to include empirical studies that captured the "survivor" voice and their reported experiences of DVA support and referral from ED to other services. In total, just five studies (Catallo, Jack, Ciliska, & MacMillan, 2013; Kendall et al., 2009; Leppakoski, Paavilainen, & Astedt-Kurki, 2011; Wendt Mayer, 2011; Yuen Loke, Lan Emma Wan, & Hayter, 2012) were identified, providing the experiences of 473 women and one study (Kendall et al., 2009 ) that also included 10 males at risk of IPV.
The five studies illustrate the complexities of dealing with survivors of DVA within the ED setting when often the survivor requires more than physical medical attention. For example, survivors will often present with mental health issues, such as depression, suicidal thoughts (attempts) or signs of anxiety, but the underlying causal affect is from DVA (Leppakoski et al., 2011; Yuen Loke et al., 2012) . Catallo et al. (2013) In conducting this review, a number of studies included the views of ED patients, who were not survivors, but their views were canvassed about routine enquiry Dowd, Kennedy, Knapp, & Stallbaumer-Rouyer, 2002; Sethi et al., 2004) . Whilst this overlaps with the theme for the screening of DVA, these studies present an interesting dimension of those patients who access ED services. For example, Dowd et al. (2002) sought the views of mothers (n = 59) who were accessing paediatric ED care, and health staff working in the setting (n = 38). The overarching feature from the study is the complexities of DVA disclosure for mothers and staff, especially when children are involved. There was general agreement that routine enquiry was a positive step to protect families, but issues were raised around mistrust and removal of children, and for staff who escalate a disclosure, a fear of "opening a Pandora's box"
(pg 797).
Two UK studies Sethi et al., 2004) explored the views of female patients attending ED, antenatal clinics or general practice surgeries (GPs). The overriding view from the women was an acceptance of routine enquiry, but the sensitive nature of the subject and the time lag for those who may have experienced DVA necessitates different approaches by healthcare staff for enquiry, support and understanding (Sethi et al., 2004) .
One final UK study (Boyle, Jones, & Lloyd, 2006) Choo et al., 2012; Houry et al., 2007) or translate into staff identifying and referring appropriately.
For ED staff, the physical characteristics of DVA are often easier to identify and manage, although it is acknowledged that medical presentations vary widely and may not be easily attributable to DVA on first examination . The review has articulated that emotional (Kramer et al., 2004; Webster et al., 2012) and psychological (Mills et al., 2006) aspects of DVA are often the more complex, time-consuming and difficult for busy ED staff to identify.
This therefore raises questions as to what approaches can be used, within these busy settings, when often survivors do not want to disclose DVA (Mills et al., 2006) . For example, UK data suggest that women may experience up to 35 instances of DVA before seeking help (Coy & Kelly, 2011) The review has illustrated that only five studies (Catallo et al., 2013; Kendall et al., 2009; Leppakoski et al., 2011; Wendt Mayer, 2011; Yuen Loke et al., 2012) (Kramer et al., 2004 ).
If we are to adequately address and understand the health and social care needs of DVA survivors and their families, there is a strong need to collect regional and national data of prevalence rates within the ED setting, where often abuse goes unreported to the Police. This should be undertaken across regional and national borders to form a more inclusive picture of the scale of DVA and its wider impact on the health and well-being of survivors and their families.
It is noted that only two studies (Kendall et al., 2009; Mills et al., 2006) included any male respondents. This is a reflection of the gender profile where often there is stigma attached to becoming a male victim (Mills et al., 2006) . Whilst these two studies indicate no difference in survivor gender needs, future studies in ED should aim to incorporate this gender deficit, particularly as no clear data currently exist on the prevalence of male DVA (Mills et al., 2006) or whether there is a propensity for same-sex DVA.
The review highlights wide-scale agreement that to adopt any meaningful approaches and interventions for managing DVA presentations, a fundamental aspect is the appropriate education for those working in ED (Basu & Ratcliffe, 2014; Boursell & Prosser, 2010; McGarry & Nairn, 2014) This should include but not be limited to the dynamics of DVA and the range of patient presentations for the appropriate use of referral tools and managing patient records as well as including the dynamics of DVA and the range of patient presentations the appropriate use of referral tools and managing patient records (Basu & Ratcliffe, 2014; Fenwick & Leaman, 2012) . This is particularly pertinent as there is an accepted distinct and dynamic relationship between the HCP and the patient (Taylor, Bradbury-Jones, Kroll, & Duncan, 2013 ) which could be helpful for encouraging disclosures of DVA.
| CONCLUSION
This literature review highlights the importance of gaining a more robust understanding of DVA and its health implications in order for
HCPs to identify and provide appropriate support for DVA. This is particularly relevant within ED settings where there appears to be a propensity for DVA survivors to seek medical attention.
From this literature review, there is a paucity of reported rates for the prevalence of DVA within ED settings, this is either from the perspective of DVA survivors or from case management by HCPs working within ED settings. This includes empirical evidence of reported injuries caused by DVA or suspicion of DVA without patient declaration.
In the UK, there is a scarcity of empirical work that has been undertaken for the management of DVA within the ED, although there has been some work undertaken across five hospitals with the THEMIS study and the use of independent domestic violence advisor (IDVAs) (SafeLives 2016) . Whilst the reported rates of incidence in the UK may be as low as 1% of all ED attendees (Boyle et al., 2010) , the UK NICE guidelines (2014) and WHO (2002 WHO ( , 2011 , strongly indicate that having knowledgeable and supportive HCPs can have a positive benefit for the longer-term health of the DVA survivor who seeks help.
Of note, only one study dealt with patient self-harm as a consequence of past DVA experiences . The incidences of self-harm and mental health issues resulting from DVA are fairly prolific in the mental health arena (Trevillion, Oram, Feder, & Howard, 2012) but less so within the ED context, partly due to the difficulties of identification of DVA as a root cause . In the UK, it is widely reported that female survivors will sustain, on average, 35 episodes of abuse before seeking help (Coy & Kelly, 2011) . DVA survivors often seek help from ED professionals where assessments are often based on professional suspicion (Olive, 2007; Robinson, 2010) . This approach, of clinical enquiry, may lead to underreporting of DVA incidences and therefore a true picture of prevalence in ED is not known, but the less obvious aspects of DVA, such as suicide attempts and mental health conditions, may remain unnoticed and under reported.
We would concur that from this review, there is a growing body of evidence that HCPs working within ED are likely to see patients who are victims of DVA. Whilst improvements to ED training and education were often cited in the reviewed papers, there was little evidence of the management structures for sustained mechanisms within ED, such as the reporting and DVA referral tools.
